Dear Sir, Please let me comment on the paper by Løwenstein et al. [1] , which I found very interesting. It describes a substantial reduction in the lifetime risk for prolapse surgery in Denmark between the late 1970s and 2008, from 26.9 to 18.7 %., i.e. of about 30 %. I was very impressed with this work and can add two pieces of information others may find helpful.
The first relates to the latency between the primary risk factor for the development of pelvic organ prolapse (POP), i.e. the first vaginal delivery, and presentation for prolapse surgery. We have recently shown that this latency is over 30 years [2] . Hence, any changes in obstetric practice would be expected to take about a generation to fully impact on POP surgery prevalence.
The second involves the main risk factor for the development of POP, forceps delivery. We do know that forceps is strongly associated with avulsion, which in turn is the primary risk factor for anterior and central compartment prolapse. The odds ratio for avulsion in forceps relative to vacuum in 9 studies to date, involving about 3,000 women from 6 countries, is estimated to be between 3.4 and 11.4 [3] . In the 1960s, vacuum began to replace forceps for vaginal operative delivery, and to my knowledge forceps is now virtually unknown in Denmark.
Given our own data on avulsion after vacuum and forceps in now over 850 low-risk primiparae at term [4] , we would expect a reduction in avulsion rates by about one third if for- While there may be multiple other factors, including demographic changes, changed patient and doctor preferences and changes in technology, that may affect the lifetime risk of POP surgery, any alterations in primary risk factors should be considered, especially if they provide a potential explanation for such substantial shifts in service delivery.
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